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Methods: We conducted a population-based time-series analysis of eAAA and rAAA repairs in Ontario, Canada, from 2003 to 2016. Quarterly rates of age-and sex-stratified open surgical repair (OSR) and endovascular aneurysm repair (EVAR) were calculated. We fit exponential smoothing models to examine the age-and sex-stratified changes in overall and approach-specific rates of eAAA and rAAA repair. 2016 . The overall rates of eAAA and rAAA repair did not change significantly during the study period (6.39 to 5.59/100,000 and 1.62 to 0.50/100,000, respectively). Similarly, the age-and sex-stratified rates of eAAA and rAAA repair did not demonstrate any significant change. However, the rate of eAAA repair increased in patients >79 years old (1.3/100,000 to 2.2/100,000; 70% increase; P ¼ .33), whereas eAAA repair decreased in all remaining strata (Fig 1) . The rates of elective OSR decreased significantly across all age and sex strata (P < .005 for all strata), except in women (P ¼ .23; Fig 2) . The rates of elective EVAR significantly increased across all age and sex strata (P < .007 for all strata), especially in patients >79 (1545% increase; P ¼ .007). The approach-specific rates of rAAA repair remained stable (P > .25 for all strata).
Results
Conclusions: EVAR demonstrated significantly increased uptake in all strata, particularly in older patients, whereas elective OSR decreased significantly in all but the female stratum. The increased eAAA repair rate among older patients reflects the availability of a lower risk repair option for comorbid patients, whereas stable use of elective OSR in women may reflect continued graft-related limitations for AAA repair in women. Objective: Carotid endarterectomy (CEA) is a well-established surgical intervention for stroke prevention in patients with carotid stenosis of all ages. Some studies suggest that CEA is more risky in the elderly with worse outcomes, whereas others have found no difference. Our objective was to evaluate and to compare outcomes of CEA between elderly and younger patients at our institution.
Methods: All hospital charts were reviewed for consecutive patients undergoing CEA from the Jewish General Hospital and the Royal Victoria Hospital from October 2009 to December 2015. Primary outcomes were ipsilateral stroke, death, and restenosis at 30 days and 1 year. Secondary outcomes were cranial nerve injury, myocardial infarction (MI), hematoma, wound infection, cerebral hyperperfusion, and transient ischemic attacks within 30 days. Primary and secondary outcomes were compared between patients $80 years and <80 years old.
Results: There were 359 patients included in this study, with a mean age of 70.1 6 9.5 years (n ¼ 246 [68.5%] male; n ¼ 272 [75.8%] symptomatic). Elderly patients were more often symptomatic (93.8% vs 71.8%; P < .0001) and had an increased length of stay (2.89 6 5.3 days vs 1.59 6 1.76 days; P ¼ .006). There was no statistically significant difference in primary outcomes between patients <80 years and $80 years, including 30-day stroke (2% vs 0%), death (no deaths in either group), or restenosis (9.2% vs 12.3%) and 1-year stroke (2% vs 0%), death (0.3% vs 0%), or restenosis (16.7% vs 13.8%). However, elderly patients had significantly increased MI risk postoperatively (4.6% vs 0.7%; P ¼ .01). Other complications, including cranial nerve injury (6.1% vs 6.2%), were similar between groups.
Conclusions: We found that CEA in the elderly does not have an increased risk of stroke or death up to 1 year postoperatively. However, the postoperative length of stay is increased and complicated by significantly more MIs, which should weigh into the decision of whether to operate on an elderly patient.
Author Disclosures: R. Doonan: Nothing to disclose; A. Abdullah: Nothing to disclose; S. Steinmetz-Wood: Nothing to disclose; D. Obrand: Nothing to disclose; H. Gill: Nothing to disclose. Background: The in situ fenestration of stent grafts is a bailout technique for patients presenting with an emergent life-threatening complex aortic disease to be amenable to endovascular aneurysm repair. However, questions still remain unanswered about the suitability of the stent grafts and the use of instruments for the fenestrations. We hereby performed a series of in vitro studies regarding the influence of common, commercially available stent grafts made of polyester fabrics in response to instruments such as laser probes used for in situ fenestration, the noncompliant as well as the cutting balloons.
Optimization of the In Situ Laser Fenestration of Stent Graft: In Vitro Studies
Methods: Cook, Medtronic, Vascutek, Bolton, and Jotec devices were used to perform in vitro fenestration. The puncture was initially performed using an excimer laser fitted with probes of 2.3 mm and 3.2 mm in diameter. The orifices were then dilated by noncompliant or cutting balloons whose diameters ranged from 6 to 12 mm. The fenestrations were documented by gross observations, light microscopy, and scanning electron microscopy.
Results: The in situ fenestration procedure is feasible in all stent grafts with adequate ancillary instruments. No obvious difference was observed when different diameters of laser probes and different levels of energy were used. With the increased diameter of the balloons, the area and the tearing of fenestrations expanded among all devices. The cutting balloons caused a longer tearing compared with the noncompliant one featuring 6-mm diameter. The selection of the stent graft (based on its structure) and the types of balloons contributed to the tear directions in the different fabrics.
Conclusions: The Anaconda (Vascutek, Inchinnan, Glasgow, UK) stent grafts fenestrated by a noncompliant balloon of 6-or 8-mm diameter were considered the most acceptable procedures. Only the Zenith TX2 (Cook Medical, Bloomington, Ind) was appropriate for the cutting balloon of 6-mm diameter. A prudent selection of both the stent grafts and the ancillary instruments used for the fenestrations could be recommended.
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Methods: Patients treated with CE and EVLA at our institution were matched by time of procedure and vein size. GSV diameter was measured at the saphenofemoral junction, midthigh (MT), and knee. Duplex ultrasound 
